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ABSTRACT 


Much  has  been  written  about  the  problem  drinker  in  the  general  population. 
Reha bilitati on  p r og r ams  for  this  populati on  abound  in  the  private  and  public 
sector.  Little  attention  has  been  directed  to  obtaining  a  clear  view  of  the 
extent  of  the  problem  and  rehab i 1 i tat i on  among  the  severely  physically 
disabled.  The  paper  which  follows  focuses  upon  a  portion  of  this  sub-popula¬ 
tion.  As  the  title  indicates,  the  target  population  is  the  blind  and  low 
vision  veteran.  Emphasis  is  upon  rehabilitation  of  the  severely  visually 
impaired,  however,  it  is  proprosed  that  the  principles  underlying  the 
rehabilitation  program  may  have  s i gn i f i cance  i n  the  treatment  of  severely 
visually  impaired  with  personality  problems,  character  disorders,  and  other 
behavior  disorders.  The  paper  concludes  with  some  recommendations  for 
research. 
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PROBLEM  DRINKING  AND  THE  PROGRAM  FOR  THE  BLIND  AND 


VISUALLY  IMPAIRED  IN  THE  VETERANS  ADMINISTRATION 

THE  PROBLEM  AND  METHODOLOGY 

The  tendency  to  respond  to  individuals  with  severe  physical  disabilities 
such  as  paraplegics,  quadrapl eg ics ,  disfigured,  visually  impaired  (such 
as  the  totally  blind  and  low  vision)  in  terms  of  the  disability  which  each 
group  has  in  common,  has  important  implications  for  understanding  and 
clarifying  problems  of  case  identification  and  treatment  strategies  for 
the  disabled  problem  drinker.  When  individuals  with  a  physical  disability 
are  also  problem  drinkers,  there  is  often  a  tendency  to  respond  to  them 
on  the  basis  of  their  dominant  character i s t i c  which  is  the  physical  dis¬ 
ability.  There  is  a  tendency  to  make  a  categorical  response  in  which  the 
disability  and  the  problem  drinking  become  blended  into  the  same  overt 
response.  When  this  occurs,  it  does  so  at  the  expense  of  recognizing  a 
long  history  of  learning  experiences  and  configuration  of  adaptive  responses 
to  individual  life  problems  which  are  unlikely  to  be  related  to  the  indi¬ 
vidual's  severe  physical  disability.  Because  of  a  culturally  permissive 
attitude  toward  drinking,  at  least  one  of  the  sets  of  experiences  that  has 
often  occurred  prior  to  the  disability,  which  they  may  share  in  common, 
is  problem  drinking.  This  paper  tends  to  make  the  distinction  between  the 
problem  drinker  whose  drinking  problem  predates  his  severe  disability  as 
Type  A;  the  person  who  developed  a  drinking  problem  following  the  onset  of  his 
serious  disability  as  Type  B.  The  Type  A  individual  is  character  i  zed  by 
having  a  history  of  life  problems  which  tend  to  underlie  the  drinking  behavior. 
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Problem  drinking  becomes  one  additional  set  of  maladaptive  responses  which 
the  Type  A  individual  tends  to  take  with  him  into  the  disability  condition. 

The  physical  disability  is  likely  to  have  the  effect  of  worsening  episodes 
of  anxiety-,  tension,  depression,  and  stress  with  which  he  has  already  been 
unable  to  cope  effectively.  In  brief,  the  Type  A  individual  is  mal-prepared 
to  cope  effectively  with  the  physical  disability  in  that  his  principle  problem 
solving  technique  is  structured  along  the  lines  of  problem  drinking.  The 
Type  B  individual  may  also  be  limited  in  his  repertory  of  coping  skills,  but 
the  pa t tern  of  d r i nk i ng  behavior  has  not  yet  become  as  habituated  a  response 
as  for  the  Type  A  individual.  The  characteristics  that  both  Type  A  and  Type  B 
tend  to  share  in  common  with  others  is  an  absence  of  preparation  for  the 
stress  experiences  which  all  will  more  or  less  surely  encounter  during  the 
process  of  adapting  to  the  severe  physical  disability. 

THE  STRESS  CONCEPT  AND  PROBLEM  DRINKER 

Stress  experience  is  differentiated  into  physiological  and  psychological 
stress.  The  term  "physiological  stress"  is  used  to  refer  to  internal  and 
external  bodily  states  such  as  anxiety,  tension,  physical  responses;  nausea, 
glandular  excretions,  physical  pain,  etc.  The  term  "psychological  stress  is 
used  to  refer  to  feelings  of  threat,  i.e.  anticipation  of  future  harm  such  as 
dread,  apprehension,  uncertainty,  worry,  or  concern,  etc.  Although  differ 
entiated  conceptually,  the  two  states  tend  to  interact  and  become  i nd i s t ? ngu i si 
able  for  the  person  who  is  undergoing  a  stressful  experience.  This  paper  tend: 
to  conceptualize  adaptation  to  a  physical  disability  within  the  framework  of 
stress  theory.  A  physical  disability  has  consequences  for  the  individual  in 
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terms  of  emotional  feeling  states,  interpersonal  social  interactions, 
cognitively  in  terms  of  thought  structure,  and  its  verbal  expression,  and 
physically  in  term  of  overt  performance  of  skills  in  areas  of  daily 
activity.  Most  physical  disabilities  have  consequences  in  each  of  these 
dimensions  of  the  individual's  behavior.  A  rehabilitation  program  that  Is 
successful  will  place  an  emphasis  on  each  of  these  areas  of  multiple  loss 

affected  by  the  disability.  Programs  that  do  otherwise  are  segmental-, 

0 

partial,  and  probably  for  these  reasons  ineffective  in  providing  the  individ¬ 
ual  with  preparation  he  needs  to  cope  with  both  the  physiological  and  psy¬ 
chological  stresses  resulting  from  his  particu.lar  physical  disability. 

MULTIPLE  LOSSES,  STRESS  EXPERIENCE  AND  PROBLEM  DRINKING 

The  disabled  individual  experiences  multiple  losses  in  movement  and 
mobility,  personal  care  and  self  management  such  as  dressing,  eating, 
preparing  food,  personal  hygiene,  etc.,  using  tools  safely  and  effectively, 
and  communicating  and  cont rolTi ng  "h  1  s  world  of  "information.  The  individual's 
inability  to  perform  in  these  areas  is  responsible  for  a  considerable 
portion  of  physiologial  and  psychological  stress,  i.e.  his  customary  ways 
of  performing  may  be  inadequate,  leading  to  feelings  of  frustration,  anger, 
feelings  of  lessened  control  over  areas  of  living,  and  feelings  of 
helplessness. 

PRECONCEIVED  BELIEFS  AND  EXPERIENCES 

The  individual's  preconception  about  the  particular  disability  also 
produces  feelings  of  stress.  The  images  the  individual  has  about  the  effect. 
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the  condition  will  have  upon  him  are  part  of  a  set  of  cultural  beliefs  that 
the  individual  and  others  around  him  take  into  the  disability  condition. 

For  example,  the  image  of  becoming  a  burden  upon  others,  the  self  reaction 
of  being  less  than  a  whole  physical  person  with  the  belief  of  being  rejected  j 
by  the  opposite  sex,  the  stereotype  that  ordinarily  the  disabled  becomes 
objects  of  charity,  the  apprehension  of  being  thought  a  beggar  if  alone  in 

public,  the  worry  of  not  being  able  to  live  up  to  the  accomplishments  of 

# 

outstanding  disabled  persons,  the  uncertainty  of  feeling  that  others  may 
always:  want  to  help,  the  regret  that  skill1  in  use  of  power  tools  may  be 
lost,  the  acceptance  that  participation  in  sports  is  no  longer  possible, 
and  the  preconception  that  jobs  are  beyond  reach  because  insurance  companies 
-will  raise  premiums  in  the  industry  if  disabled  persons  are  employed. 

Not  knowing  where  to  go  for  help  and  at  the  same  time  knowing  that  it  exists 
somewhere  is  a  trying  and  frustrating  experience  for  the  individual  and  for 
others  who  may  be  concerned  about  him.  Unsuccessful  experiences  in  seeking 
help,  or  misdirection  to  poorly  concei ved ,  dated  or  ineffective  resources,  may 
still  lead  to  further  entrenchment  of  erroneous  preconceptions  about  the 
disability.  For  example,  some  sheltered  workshops,  recreation  centers  for 
the  handicapped,  nursing  homes,  have  a  common  shortcoming  in  that  they  fail  to 
provide  training  in  the  multiple  losses,  are  understaffed,  tend  to  reinforce 
already  existing  erroneous  preconceptions,  or  foster  dependence  by  the  disable: 
person  upon  them.  For  whatever  reason,  the  individual  who  fails  to  make 
contact  with  the  appropriate  rehabilitation  training  resource  will  risk  the 
frustration  of  unnecessary  trial  and  error  in  his  effort  to  resolve  some  of 
the  problems  of  adapting  to  his  multiple  losses.  Needless  delay  in  being 
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provided  the  expert  training  experiences  from  specialist  in  this  area  of 
disability  will  tend  to  worsen  the  accommodations  being  made  to  him  from 
family  and  friends. 

Earlier  it  was  said  that  the  Type  B  problem  drinker  tends  to  lack  an 
extensive  history  of  problem  drinking,  but  tends  to  share  at  least  one 
principle  character i s t i c  with  the  Type  A  problem  drinker.  Both  tend  to 
have  a  limited  repertory  of  coping  skills  and  and  underlying  attitude  of 
cultural  permissiveness.  Both  Types  A  and  B  tend  to  have  late  or  delayed 

contract  with  rehabilitation  resources,  are  poorly  informed  on  how  to 

1  i  •«  ■ 

l 

differentiate  between  them,  and  lack  knowledge  and  skill  in  how  to  utilize 
them  efficiently.  Both  tend  to  lack  information  and  skill  in  how  to  get 
around  safely,  how  to  take  care  of  themselves,  and  how  to  use  their  tools 
again  to  earn  a  living.  Given  a  limited  repertory  of  coping  skills,  a 
personal  attitude  of  and  a  setting  of  cultural  permissiveness  toward  alcohol 
consumption,  a  severe  disability,  a  set  of  erroneous  preconceptions  about  it, 
overly  long  delays  in  obtaining  contact  with  appropriate  rehabilitation 
resources,  the  development  of  maladaptive  accommodations  to  the  disability 
by  others  and  maladaptive  skill  techniques  by  the  disabled  person,  suitable 
conditions  are  then  present  for  the  emergence  of  a  habituated  problem  drinker. 
Unlike  Type  A,  however,  Type  B  ,  whose  characteristics  1  have  just  indicated, 
incurs  the  problem  drinking  following  the  inception  of  the  physical  disability. 
This  is  a  major  significant  point  and  a  1  though  fundamenta 1  ,  is  many  times 
overlooked  in  the  process  of  case  identification,  or  in  the  acceptance  of  an 
applicant  for  training  at  the  rehabilitation  center  resource.  I  feel  that 
the  point  cannot  be  too  strongly  made  that  Type  A  and  Type  B  individuals  are 
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often  responded  to  categorically,  once  the  severe  disability  has  occurred. 
They  tend  to  be  responded  to  in  terms  of  the  disability  they  share  in 
common,  disregarding  the  fact  that  a  long  series  of  accidents  and  incidents  j 
of  learning  exper i ence  s have  occurred  prior  to  the  disability.  It  has  been 
the  experience  of  V. A.  blind  and  low  vision  rehab i  1  i tators  that  the  Type  B 
problem  drinker  has  a  good  likelihood  of  experiencing  improvement  in  his 
drinking  problem  when  he  is  provided  retraining  at  a  capable  rehabilitation 
center  that  provides  him  with  a  broad-band  spectrum  evaluation  and  skill 

'  i  '  • 

training,  new  and  accurate  knowledge  to  modify  erroneous  attitudes  and  belie' 

i 

and  some  realistric  instruction  in  how  to  utilize  resources  that  are  provider 
for  his  benefit  and  use.  The  next  section  deals  with  case  identification  and 
is  followed  by  a  brief  description  of  the  rehabilitation  program. 

SCREENING,  EVALUATION  AND  TREATMENT  OF  THE  PROBLEM  DRINKER 

The  Rehabilitation  Centers  for  the  Blind  and  Visually  Impaired  within 
the  Veterans  Administration  receive  applications  from  Visual  Impairment 
Service  Coordinators  from  designated  V. A.  Medical  Centers  throughout  the 
United  States.  The  application  contains  information  regarding  the  presence 
of  problem  drinking  and  other  behavior  disorders  by  the  applicant. 
Identification  of  the  Type  A  problem  drinker  occurs  during  the  evaluation  of 
his  application  at  the  center.  The  Assistant  Center  Chief  customarily 
requests  consultation  from  the  Center  physician  and  the  Center  psycholgist 
regarding  applicants  with  special  problems.  The  Center  Chief,  who  makes  the 
final  decision  on  special  problem  applicants,  customarily  refers  the  Type  A 

individual  to  a  blind  rehabilitation  clinic  where  the  applicant's  underlying 

■  .  I 
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life  problems  and  problem  drinking  may  be  provided  therapy  and  treatment. 

The  programs  for  the  individuals  with  behaviour  disorder  and  problem  drinking 
are  located  in  Northampton,  Massachusetts;  Tuscaloosa,  Alabama;  Waco,  Texas; 
American  Lake,  Washington;  and  until  recently,  Downey,  Illinois.  One  of  the 
principle  functions  of  the  rehabilitation  clinic  is  to  provide  treatment  to 
these  individuals  with  some  appropriate  emphasis  upon  limited  mobility  skills, 

personal  management  skills,  etc.  Following  treatment  at  the  blind  rehabilita- 

* 

tion  clinic,  the  applicant  is  reevaluated  and  transferred  to  a  blind  rehabilita 
tion  center  program.  On  the  other  hand,  it  is  usually  recommended  that  the 
Type  B  applicant  be  admitted  directly  to  the  rehab  il  i  tat i on  center.  He  is 
admitted  as  a  regular  applicant,  however,  under  the  condition  that  his 
drinking  problem  be  managed  by  him  either  by  total  a.bstinence  or  by  controlled 
drinking.  As  with  all  other  applicants  to  the  Center,  upon  admission,  he  is 
provided  an  extensive  evaluation  across  the  broad-band  spectrum  of  losses 
referred  to  earlier.  Each  of  the  instruction  areas  provide  an  intensive 
evaluation  including  mobility  skills,  manual  skills,  written  communication 
skills,  and  personal  management  skills. 

An  intensive  psychological  evaluation  is  provided  as  follows:  personal 
background,  self  report  of  medical  problems,  occupation  history,  initial 
work  experiences,  other  sensory  losses,  emotional  status,  cognitive  structure, 
avoidance  trends,  social  skills,  strengths  and  weaknesses,  interpersonal 
relations,  preconcept i ons  about  the  disability,  self“image.  Center  goals  and 
expectations  l^rom  the  Center  training,  previous  rehabilitation  experience, 
including  know  ledge  of  available  resources,  and  post  Center  plans,  i  .e. 
productive  rermunerat i ve  work  or  productive  well-rounded  living. 
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One  of  the  principle  functions  of  the  Center  physician,  the  Center 
social  worker,  and  the  Center  psychologist  is  to  maintain  the  veteran  in 
the  rehabilitation  center  program  so  that  he  may  receive  maximum  benefit 
from  the  Center  skill  training.  The  Center  psychologist's  role  in  this 
commences  with  his  evaluation  at  the  time  of  Center  admission.  The 
evaluation  serves  the  purpose  of  identifying  problem  areas  which  are  likely 
to  interfere  with  the  Center  training  program.  In  a  sense,  these  are 
hypotheses  or  predictions  about  the  course  of  the  veteran's  training  and 
provides  some  guidelines  to  focus  upon  planning  his  Center  skill  training 
program.  As  he  progresses  through  the  regular  training  program,  the 
anticipated  problem  areas  are  modified,  depending  upon  the  course  of  his 
training.  One  of  the  problem  areas  that  is  usually  identified  is  problem 
drinking.  This  becomes  the  basis  to  provide  supportive  counseling  and 
therapy  before  it  emerges  as  an  interfering  problem  in  the  program. 

Modes  of  therapy  provided  by  the  psychologist  are  as  follows:  group 
therapy,  which  is  provided  through  three  types  of  groups:  sight  loss 
counseling  group,  vocational  planning  group,  and  general  discussion  group; 
assertive  training;  one  of  three  forms  of  relaxation  training  such  as 
alternate  tension  and  relaxation  training,  yoga  breathing  training  or 
autogenic  training;  biofeedback  training,  rational  emotive  therapy; 
systematic  desensitization  for  certain  types  of  avoidance  behavior;  social 
skill  training;  and  hypnosis.  A  Family  Training  Program,  coordinated  by 
the  Center  social  worker,  is  participated  in  by  all  Center  staff  and  will 
be  described  below  following  some  comments  on  social  skills  training  which 
is  next. 
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Providing  the  individual  with  *  •  • 

h  training  in  assertive  skills,  enables 

him  to  cope  more  effectivelv  u/It-K  «.u 

ect i ve I y  w.th  the  permissive  attitude  toward  drinking 

accorded  to  the  severe.y  disabled  in  our  cuiture  The  permissive  tendency 

nay  also  be  a  cultural  outlet  to  allay  guilt  feelings  of  the  public, 

relieved  that  the  disability  is  not  their  misfortune.  Tor  example,  an 

experience  that  is  often  reported  by  the  individual,  is  that  during  the 

happy  hour  at  a  bar  or  cocktail  lounge,  he  finds  an  unsolicited  row  of 

drinks  before  him.  for  the  unsuspecting  naive  disabied  person,  the  relaxed, 

friendly  and  permissive  setting  of  the  bar  and  cocktail  lounge,  may  be  a 

powerful  reinforcing  influence  upon  drinking  to  help  f i , ,  his  needs  for 

companionship  and  social  contact.  Social  skills  training  that  includes 

assertiveness  techniques  may  foster  the  development  of  coping  skills  that 

may  strengthen  the  individual's  capacity  to  be  less  vu, nerab ,e  in  pub  1  ic 
places. 

Preconceptions  about  disabilities,  stereotyped  responses,  inaccurate 

knowledge,  and  erroneous  belief  systems,  piay  a  part  in  influencing  the 

behaviour  of"  the  dis^hlf»rf  Tf-iir-  u  .  .. 

*  haS  1 mP' 1  cations  for  the  foregoing  treatment 

program.  ,t  also  has  implications  in  the  tendency  for  some  low  vision 
Individuals  to  overidentify  with  total  blindness  and  tend  to  adopt  restrictions 
■n  self  care,  in  getting  around,  in  reading,  and  in  using  tools,  etc.. 

Other  serious  visual,,  I„p„r,d  u,,g,||y 
overreact  end  view  lo,in9  their  vision  a,  bain,  ,ti9»„,«d  «  h,,pl„,  ,, 

dependent  (nejetive  identification).  T„,  I  dent  i  f  ication  Individual 

develops  pattern,  of  adapt,,,  h,h,vior  gf  ^ 

serious  sight  loss.  For  example,  some  may  manifest  their  sight  loss  by 
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a vo i d i ng  ma king  application  to  a  rehabilitati on  center.  Att emp ts  are  ofter 
made  to  "rough  it  out"  through  individual  trail  and  error.  Often  one  resul 
of  this  tendency  is  to  develop  avoidance  trends  in  situations  in  which  the 
individual  with  minimal  rehabilitation  training  would  otherwise  be  able  to 
function.  Classically,  the  individual  tends  to  experience  more  and  more 
inactivity,  less  stimulation,  increased  social  isolation,  and  eventually, 
trends  to  mental  depression.  If  alcohol  consumption  is  part  of  his  life  st' 


there  is  an  increased  likelihood  of  its  becoming  a  more  and  more  dominant 
part  of  his  daily  living.  Thus,  problem  drinking  which  may  result  is  symp¬ 
tomatic  of  a  larger  problem  of  negative  identification.  In  these  cases, 
negative  i dent i f i ca t ion  has  led  to  the  individual's  inability  to  cope  with 
the  multiple. losses  of  his  severe  physical  disability.  It  is  paradoxical 
that  the  term  "positive  identification"  refers  to  the  type  of  low  vision 
individual  who  tends  to  overidentify  with  total  blindness.  Of  course,  to 
the  extent  that  this  maladaptive  behavior  has  hysterical  or  malingering 
components  by  definition.  It  may  be  neurotic.. 

Both  centers  and  clinics  are  interested  in  whether  it  would  be  of  value 
in  the  design  of  a  treatment  program  to  learn  whether  a  low  incidence  of 
problem  drinking  in  fact  does  occur  in  the  group  of  positive  identifiers. 

On  the  other  hand,  if  negative  identification  tends  to  be  linked  to  problem 


■drinking  among  the  severely  disabled,  a  greater  importance  should  be  placed 


upon  learning  more  about  the  process  of  positive  and  negative  identifications 
its  components,  and  the  influences  which  produce  change  to  more  adaptive 
behavior.  Conceptually,  one  would  expect  to  find  the  problem  of  positive  and 
negative  identification  to  have  its  principle  implications  in  the  Type  B 
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problem  drinker.  In  theory,  the  positive  identifiers  will  have  tended 
to  resolve  their  adaptation  to  sight  loss  by  over ? dent i fi cat  ion  with 
total  blindness,  thus  adopting  neurotic  behaviors  as  their  solution  to 
an  intolerable  situation.  It  would  probably  be  an  oversimplification  to 
'believe  that  the  overi dent i fi cat  ion  was  solely  due  to  chance  factors  as 
there  are  usally  secondary  gains  accompanying  the  behavior.  The  secondary 

gains  are  usally  financial,  i n terpersona 1 ,  i .e.  being  thought  of  as  a  very 

# 

well  adjusted  blind  person  because  of  unusual  skills  in  performing  tasks, 
taking  care  of  oneself  and  getting  around,  etc.  The  negative  identifier, 
who  tends  to  cope  through  serious  drinking,  eventually  awakens  to  the 
realization  that  he  is  well  on  his  way  to  becoming  a  chronic  alcoholic 
along  with  having  worsened  vision. 

The  Family  Program  provides  training  to  significant  others  who  are 
part  of  the  disabled  person's  life.  This  program  is  designed  to  h  elp 
bridge  the  gap  between  the  Center  and  home.  Without  it,  a  man  would 
otherwise  find  himself  returning  to  those  sets  of  trial  and  error  accommo- 
dations  which  were  producing  feelings  of  helplessness,  of  frustration, 
resentment,  and  dependence.  His  recently  acquired  training  at  the 
Rehabilitation  Center  causes  him  to  reject  the  erroneous  beliefs,  precon¬ 
ceptions  and  stereotypes  and  to  function  more  realistically  in  self-care, 
using  tools,  in  getting  around,  etc.  To  return  to  the  earlier  condition 
would  be  to  return  to  a  set  of  circumstances  that  he  is  now  rejecting  and 
with  which  he  would  be  in  direct  conflict.  Rehabilitation  Center  experience 
has  shown  that  such  training  to  a  family  member  or  other  significant  person 
in  the  veteran's  life,  probably  prevents  regression  to  former  patterns  of 
dependency  and  the  kinds  of  gradual  erosion  which  may  produce  problem  drinkin 


once  again. 


SUMMARY  AND  IMPLICATIONS 


ft 


In  summary  (l)  The  severely  disabled  problem  drinker  may  be  differen 
mated  in  terms  of  having  a  chronic  drinking  problem  prior  to  the  inceptior 
of  the  physical  disability  or  having  a  drinking  problem  following  the 
disability.  (2)  The  former  Type  A  tends  to  benefit  from  receiving  treatment 
withing  a  rehabilitation  clinic  prior  to  being  admitted  to  the  more  complex 
rehabi 1 lation  center.  Correctly,  primary  focus  is  upon  the  life  problems 
which  tend  to  under ly  his  chronic  drinking  problem,  but  with  some  emphasis 
upon  the  restoration  of  skills  from  which  he  has  been  separated  because  of 
the  physical  disability.  Type  B,  the  latter,  may  come  directly  to  the 
rehabilitation  center  under  the  contract  of  total  abstinence  or  controlled 
drinking.  This  agreement  is  also  the  condition  for  admitting  Type  A  to  the 
program.  (3)  The  role  of  support  staff  from  medicine,  psychology  and  social 
work  is  to  contribute  to  the  maintenance  of  the  individual  in  the  program  by 
providing  supportive  therapy  for  life  problems  which  may  have  been  initiated 
at  the  rehabilitation  clinic  level,  and  by  providing  post-center  planning 
for  productive  living.  (4)  The  rehab i 1 iat ion  center  program  requires  a 
broad-band  spectrum  approach  if  it  is  to  address  itself  meaningfully  to  the 
individual's  severe  disability.  The  training  of  the  disabled  person  should 
focus  upon  overt  skills  affected  by  the  disability.  Training  is  incomplete, 
however,  if  it  does  not  include  Assertiveness  Training,  Social  Skill  training 
Attitude  and  Belief  System  change,  knowledge  of  and  how  to  function  within 
the  resources  relative  to  the  disability,  family  orientation  and  training, 
and  t.aining  in  coping  skills  for  the  reduction  of  anxiety  and  tension  includi 
training  in  their  application  to  areas  of  stress  in  the  individual's  daily  . 


living.  (5)  The  treatment  strategies  implied  in  the  foregoing  statements 
point  out  a  need  for  basic  and  applied  research  in  such  problem  areas  as 
psychological  stress,  positive  and  negative  identification,  cultural 
beliefs  and  value  systems,  and  factors  that  influence  change  in  the 
behavior  in  the  Type  A  and  B  severely  disabled  problem  drinker. 
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